The relationships among pregnancy, risk, and presentation of active tuberculosis have been debated since Hippocrates. Although in the preantibiotic era pregnancy was almost universally believed to worsen the course of tuberculosis, since the advent of chemotherapy, this has not been observed.'14 On the other hand, diagnosis of tuberculosis during pregnancy remains of the utmost importance to both the mother and the fetus, since untreated disease is of much greater risk to both than is treatment during pregnancy.5 Recent reports suggest that pregnancy does not alter the clinical presentation of disease.6 '7 Previous conventional wisdom held that one half to two thirds of pregnant patients with pulmonary tuberculosis are unaware of the disease and have no symptoms.8 This is a much larger proportion of asymptomatic presentations than in a nonpregnant population. If true, this underscores the critical importance of skin-test screening as part of prenatal care with chest radiographic follow-up of all patients with positive skin tests.
In this report, we review all cases of culture-proven tuberculosis in pregnant women in Rhode Island during the years 1987 prenatal screening, and initially diagnosed by chest radiographic findings alone. All these cases were sputum-smear negative. These asymptomatic patients had no cavitary and no fibrotic disease. Both patients with extrapulmonary disease came to attention with symptoms related to their tuberculosis (fever, cough, diarrhea). One showed granulomata on pleural biopsy specimen, but no acid-fast bacillus (AFB) on smear at pathology study. The other had AFB smear-positive stools. Five of seven patients had follow-up information available. All did well. Four of five babies were carried to term without sequelae. The fifth mother underwent an elective termination of pregnancy for reasons unrelated to her tuberculosis. One of the five patients experienced clinical isoniazid (INH) hepatitis during pregnancy but was successfully rechallenged.
Of the three of seven patients whose conditions were diagnosed during hospitalizations and who were discharged with prescriptions to return to hospital clinics, two were unavailable for follow-up. The remaining four patients were referred to the state TB clinic for evaluation of a positive Mantoux performed as routine prenatal care; none of these patients were unavailable for follow-up.
No pregnant patients were positive for human immunodeficiency virus (HIV). One tWhile receiving therapy, patient had enlarging intrathoracic node. Two years after completion of treatment, she again had enlarged supraclavicular node. Biopsy specimen was smear and culture negative. She was not retreated and remains disease free 2 yr later.
IHIV positive.
Comparison of Pregnant vs Nonpregnant
Patients Five of 7 pregnant vs 13 of 15 nonpregnant patients had pulmonary disease (p=0.38). Of the patients with pulmonary disease, 4 of 5 pregnant vs 1 of 13 nonpregnant came to medical attention through routine screening (p=0.008). Four of 5 pregnant vs 1 of 13 nonpregnant patients were totally asymptomatic (p=0.008). Zero of 5 pregnant vs 5 of 13 nonpregnant patients had cavitary disease (p=0.15). Zero of 5 pregnant vs 5 of 13 nonpregnant patients had bilateral disease (p=0.15). One of five pregnant vs eight of ten nonpregnant patients were smear positive on sputum examination (p=0.047). Three nonpregnant patients had no sputum documented. Four of five pregnant vs one of ten nonpregnant patients presented with unilateral, noncavitary disease and smear-negative expectorated sputum (p=0.02).
DISCUSSION
The diagnosis of tuberculosis in pregnancy is of great importance not only to control spread of the disease, but also to prevent mortality and morbidity in the vulnerable newborn.9 '10 plicated by radiographic subtlety. None of the pregnant patients had fibrotic changes. None had cavities. One had a middle lobe infiltrate, one had a small peripheral infiltrate, and one had isolated pleural disease with a documented recent skin-test conversion. This suggests to us that perhaps not only is tuberculosis diagnosed at an earlier stage in our pregnant patients due to aggressive prenatal screening programs, but also that perhaps pregnant women are more likely to present with primary vs reactivation disease. That women are not more likely to suffer relapse with tuberculosis during pregnancy seems established.4"1 Another question, however, is whether pregnant women are less likely to contain the organism on initial exposure. This hypothesis might explain the high representation of pregnant women among our cases of tuberculosis in women aged 21 to 32 years. In addition, it may explain the overrepresentation of recent immigrants from high-incidence countries where they are more likely to have recently been exposed among the pregnant women. Finally, it could be another explanation for the low rate of smear positivity in these culture-positive patients. Obviously, a larger study of a similar young highincidence population is required to clarify this issue. Another question to be raised is whether one finds a higher incidence of postpartum disease when prenatal screening programs are not aggressively pursued.
In summary, we would like to emphasize that at least under the usual conditions in Rhode Island, eg, prenatal screenings with Mantoux skin testing and chest radiograph of all patients with positive skin tests, pregnant women present differently than nonpregnant women with tuberculosis. Four-fifths of our pregnant patients with pulmonary conditions were asymptomatic. If routine screening is not performed prenatally, with radiographic follow-up of all infected individuals, most pregnant women will not have their conditions diagnosed and, therefore, they will not be treated in time to prevent risk to the fetus, the newborn, and the obstetric ward.
